Background. Faecal incontinence (FI) is a distressing condition with a significant impact on quality of life. The true prevalence of FI is unknown but probably underestimated. Identifying patients affected is of key importance because a significant proportion may improve with conservative treatments, and there are a number of other treatments available. Objectives. The aim of our project was to improve detection of FI in our primary care setting. Methods. A multidisciplinary working group was created in order to raise awareness and educate health professionals about FI. We designed a simple protocol and organized educational meetings at 7 primary care centres. The usual diagnostic computer-based tools used by nurses were modified, so that FI was systematically asked about. A proactive attitude among doctors and midwives regarding FI was recommended for high-risk patient groups. Results. The project was implemented in October 2014. Before the intervention, only 250 (<1%) patients with a diagnosis of FI were identified from the primary care register out of a population over 165 000 people. Between October 2014 and February 2016, 17 370 patients were questioned about anal continence in routine follow-ups. Of those questioned, 829 (4.8%) disclosed suffering from FI. Mean age was 78.5 ± 14 years (16-104), 565 (68.2%) were females, and 264 (31.8%) were males. The percentage of patients with FI increased with age and was higher in women. Conclusion. Our results show that a proactive approach with direct questions on FI may lead to a significant increase in FI detection in primary care.
Introduction
Faecal incontinence (FI) is a distressing condition that involves the unintentional loss of solid or liquid stool. It has a significant impact on quality of life, and is associated with a substantial economic burden (1, 2) . Some patients may experience no sensation before an episode of FI occurs, which is known as passive incontinence. However, most of them present with bowel urgency and urge incontinence. This condition may be extremely stressful as they feel a sudden need to go to the toilet and may not be able to reach it in time, and therefore, experience a constant fear of bowel leakage. Affected individuals are afraid of leaving home and significantly limit their activities, which may lead to social isolation.
The true prevalence of FI is unknown and is probably underestimated, because patients are too embarrassed to disclose their symptoms, and the condition is often not reported or ignored (3, 4) . The estimated prevalence of FI varies widely among the studies, depending on the definition of FI, the population studied, and the sampling method. A recent systematic review reported a median prevalence of 7.7% with a range of 2-20.7% (5) . In an up-to-date systematic review of studies investigating the prevalence of FI in communitybased adult populations, prevalence rates varied from 1.4 to 19.5% (6) . However, when a clear definition of FI was used ('at least once per month for liquid or solid stool'), prevalence was 8.3-8.4% for face-to-face or telephone interviews and 11.2-12.4% for postal surveys (6) . Nevertheless, these figures are far from what is usually detected. A cross-sectional multicentre study in 10 primary care centres in our area (Barcelona, Spain) reported an overall prevalence of FI of 10.8% (7) . However, another study carried out in this same population found that the number of patients who had actually been detected at the primary-care level was only 0.10% (8) .
Numerous studies have reported that FI adversely affects quality of life (2, 9, 10 ) and yet, it is surprising that only less than 30% of patients discuss their problem with their doctor (10) (11) (12) . However, the lack of systematic screening for FI by health professionals, and insufficient knowledge about available treatments both by doctors and patients (13) do not contribute to improve detection.
Several articles, including the NICE guidelines on management of FI (14, 15) , have emphasized the importance of not ignoring FI and assuming that nothing can be done, as symptoms may resolve or at least improve in most cases. It has been reported that conservative treatment (including dietary advice, medical treatment for diarrhoea and/or constipation, and pelvic floor exercises) may improve continence and quality of life in 50-60% of cases (14, 16) . Other treatments are available for more complex cases, and patients may be referred to specialized units for biofeedback, tibial nerve stimulation, sacral nerve stimulation, sphincter repair and/or other surgical approaches (17) .
A proactive attitude by healthcare professionals has been proposed as the best approach to improve detection (11, 15) . Moreover, most patients consider that physicians should ask directly about FI (13) . Therefore, the aim of this quality improvement project was to improve the detection of FI within our primary care area.
Methods
In September 2013, the GIFT project ('Grup Incontinencia Fecal Terrassa'-Spanish for 'Faecal Incontinence Group Terrassa') was initiated at the Consorci Sanitari de Terrassa, which includes 7 primary care centres and the reference hospital. These primary care centres cover a population over 165 000 people. The project included an initial educational intervention and the creation of a working group from the primary care to improve the detection and treatment of FI in primary care.
Between September 2013 and November 2013, a colorectal surgeon (YR) organized meetings with doctors and nurses at the 7 primary care centres. The aims of these meetings were: (i) to raise awareness about FI; (ii) to educate health care professionals about FI; and (iii) to create a working group of professionals from the primary care setting. The educational intervention consisted of a session on FI including: definition of FI, aetiology, clinical assessment, available treatments, and a summary of the recommendations of the NICE guidelines on FI (15). The key messages of these sessions were: (i) the prevalence of FI is unknown and probably underestimated; (ii) FI has a significant impact on quality of life; (iii) detection may be improved if a proactive approach is adopted; and (iv) a significant proportion of patients may reduce the severity of FI or even control their symptoms with conservative treatment, which should be initiated in the primary care setting.
The working group included a colorectal surgeon, a gastroenterologist, 2 family doctors, a resident in family medicine and 3 primary care nurses. Subsequently, a midwife was included in order to improve routine questions on FI to women after childbirth. In our area, routine cervical cytology screening and postnatal care are performed by midwives who ask about pelvic floor function during these visits. The aims of the working group were: (i) to analyse the reasons for non-detection in our area; (ii) to discuss how to improve the detection of new cases in daily practice; and (iii) to make simple and practical recommendations on how to improve the usual tools to systematically ask about FI and identify new cases.
The working group concluded that the main reasons for underdetecting FI in our area included patient factors such as embarrassment, but also the lack of screening by professionals due to poor interest or lack of knowledge of the available treatments. These conclusions were reached based on the daily work experience of primary care physicians and nurses and discussing the topic with colleagues. Therefore, the group advised to improve the available computer-based tools (standard protocols used by nurses) so that professionals would not forget to ask about FI, especially in routine follow-ups performed by nurses. A brief, specific question on FI was added to the routine nurse follow-up using their 'Programme of Preventive Activities for Health Promotion'. Previously, the only open question formulated on continence did not specify whether the lack of continence was urinary or faecal, and nurses assumed that most professionals only asked systematically about urinary incontinence. The question was thus completed and modified as a direct question on anal sphincter control. In addition, in chronic patients, a specific question on faecal continence was included in all the usual computer-based tools such as the 'Chronic Patient Plan' and the 'Patient´s Personal Plan'. The 'Chronic Patient Plan' is a tool used both by doctors and nurses to assess and register clinical information, as well as basic needs in daily life for chronic patients. The 'Patient's Personal Plan' is a tool used by nurses to periodically register information on patients, excluding chronic patients. The screening of the fragile elderly is performed using the 'Barthel Scale', which already includes a question on faecal continence. Midwives, who previously routinely asked about urinary incontinence but not about FI, were advised to enquire about gas and FI as well. Following the recommendations of the NICE Guidelines (15), doctors were advised to specifically ask about anal continence when attending patients at high-risk for FI (women after childbirth, history of chronic diarrhoea such as patients with IBD or IBS, colorectal or anal surgery, pelvic radiotherapy, neurological diseases or pelvic organ prolapse) for another reason.
The working group also developed a brief standard questionnaire to provide a tool to facilitate assessment of patients, either by nurses or doctors. The questionnaire included the following questions: number of bowel movements, stool consistency assessed with the Bristol scale (18) , presence of faecal urgency, and episodes of urge or passive incontinence. Suggestions on the initial management, including dietary advice and medical treatment, were also provided.
Between June and September 2014, the working group organized sessions for doctors and nurses at the 7 primary care centres to explain the project in detail, and the project was launched in October 2014.
Data on the number of patients identified for FI were obtained from the usual electronic health registry (EHR) for primary care, which was implemented in 2002. Administrative, demographic and anthropometric data, diagnostic tests, pharmacy prescriptions, diagnoses and ICPC-2 are contained in the EHR data. Data were obtained before the beginning of the project and 16 months after the implementation of the protocol.
Results
Before the implementation of the project, only 250 (<1%) patients with a diagnosis of FI in their medical records were identified in the primary care register out of a population over 165 000 people. These 250 cases accounted for all cases with a diagnosis of FI since 2002.
Between October 2014 and February 2016, 17 370 patients were questioned about anal continence in routine follow-ups by nurses. Our EHR did not allow us to extract data on new cases identified by doctors and midwives as visit notes were recorded as free text.
Mean age was 69 ± 16 years (15-104), and there were 10 015 (57.7%) women and 7355 (42.3%) men. Out of the people questioned, 829 (4.8%) disclosed suffering from FI, while 16 541 did not report continence problems. Mean age was 78.5 ± 14 years (16-104), 565 (68.2%) were women and 264 (31.8%) were men. The percentage of patients with FI increased with age, and was slightly higher in women (5.6% in women and 3.6% in men). Distribution by age groups and gender is shown in Table 1 . The most common comorbidities were hypertension and diabetes ( Table 2) . Table 3 shows data on the participation of the 7 primary care centres. Globally, the 17 370 people who were questioned represent 10.5% of the reference population of all the primary care area. The percentage of patients questioned ranged from 7.7 to 13.2% among the centres, and the percentage of patients who presented faecal incontinence ranged from 3.7 to 6.7%. There were more women questioned than men in all the centres, and the percentage of women with FI was higher in all the centres.
During the study period, 110 patients with FI were referred to a specialized unit (compared to 66 cases in the previous same time frame).
Discussion
The implementation of a proactive protocol in our primary care setting led to the detection of 829 new cases of FI in only 16 months. These were patients who had never previously complained of FI, and who saw their nurse for another reason. This figure represents more than 3 times what had been identified in our primary care in the previous 12 years. Unfortunately, data on additional cases that might have been detected by doctors and midwives could not be provided as their visit notes were written as free text that our electronic system does not allow analysing.
In our study, 4.8% of the people questioned disclosed suffering from FI. However, we should emphasize that the aim of our project was solely to improve detection of FI in our primary care area, and not to study the prevalence of FI. Consequently, our data should not be considered as prevalence of FI in our area because: (i) the methodology is not adequate as there may be limitations concerning the definition of FI; and (ii) our sample is not representative of the whole population, given that only patients who attended our primary care facilities were asked about FI and most patients were over 60 years. Regarding comorbidities, the most common disorders among patients with FI were hypertension and diabetes, which was expectable considering the mean age of the people affected. Unfortunately, our EHR did not allow us to identify several risk factors for FI such as pelvic organ prolapses, previous hysterectomy, previous anal surgery or radiotherapy. Additionally, the percentage of patients with digestive disorders such as diarrhoea, constipation, or diverticulosis was surprisingly low, which led us to question whether these diagnoses are systematically recorded. Likewise, the prevalence of urinary incontinence was much lower than expected.
Our analysis by centres showed that all were actively involved in the project and only found slight differences regarding the percentage of the reference population screened, as well as the percentage of patients with FI. However, all figures should be interpreted with caution as the reference population has varied slightly since the implementation of our protocol.
There is ample evidence in the literature suggesting that the prevalence of FI is underestimated because of patients not reporting and healthcare professionals not asking about FI. This is a rather unfortunate situation considering that this condition has a deleterious impact on quality of life and that a number of medical and surgical treatments are available. Common explanations for underestimating the prevalence of FI include embarrassment, the belief that it is untreatable, and the lack of active screening by health professionals. Aitola et al. reported a prevalence of FI of 10.6%, with only 27% of people having discussed it with their doctor (12). Bharucha et al. found that 1 in 10 women had had FI in the past year and only 10% had consulted their doctor (10) . In a survey on FI in patients with inflammatory bowel disease, only 13.5% had sought help (19) . However, responsibility does not only lie with the patient, as both patients and many physicians are not aware of the prevalence of FI and the treatments available. Despite the clinical guidance provided, a UK National Audit of continence care showed deficits in document assessment, diagnosis, treatment and patient communication, revealing low levels of involvement by health professionals (20) . A study surveying physicians in primary care concluded that knowledge of the investigations and treatment available for FI was low, and suggested the need for improvement to ensure the best utilization of expertise and resources (21) . The importance of improving detection is that several treatments that may dramatically improve the quality of life of affected people are available. One study reported that over 60% of people with FI preferred to be screened for FI by their clinicians (13) , and others have reported that when specifically asked, most people will explain their problem to their doctor (22, 23) . Therefore, as shown in our project, detection improves when a proactive approach is adopted by directly asking about FI, in order to prevent patients remaining untreated. Conservative treatment should be initiated in primary care, given that a significant proportion of patients may reduce the severity of FI or even control their symptoms. Bharucha et al. reported that bowel disturbances (such as diarrhoea, irritable bowel syndrome and prior cholecystectomy) were the main independent risk factors for FI among community women (24) . Moreover, it has been shown that dietary fibre supplementation improves stool consistency and reduces the episodes of FI (25) . Another study reported that psyllium was as effective as loperamide in reducing FI episodes and symptom severity, while it had less adverse effects (26) . Therefore, simple conservative measures such as education, normalization of stool consistency with diet and medication, and pelvic floor exercises may be easily implemented in primary care and entail a major impact on quality of life for these patients. Furthermore, patients who do not improve may be referred to specialized services where other treatment options may be offered (17) .
The strengths of our project are the multidisciplinary team approach and easy design. Most of the team members were doctors and nurses from primary care to ensure that the strategies proposed were feasible and realistic. A representative of midwives was also included in the group to facilitate detection of FI in young women during regular follow-ups. The working group developed a brief protocol and decided not to include questionnaires on severity or FI-related quality of life in order to increase the likelihood of compliance. However, this may represent a limitation in the analysis of our data, as questions and definitions may have varied enormously among professionals, given the large number of nurses and doctors involved in detecting new cases. Although it would be optimal to ask exactly the same questions and follow the same definitions, it is rather unrealistic when a project involves a large number of professionals in their clinical practice. Unfortunately, there is no way to assess whether the professionals took frequency into consideration when they identified patients with FI, or if patients with infrequent FI (i.e. one day a month) might have been categorized as continent. Currently, we are considering a modification of our protocol in accordance with the literature (14) , in which 3 simple questions would be asked: 'Have you had an accidental bowel leakage in the past three months?', 'Did you leak solid or liquid stool, or only gas?' and 'Would you like to receive treatment?'. Detection rates in our primary care area have increased significantly and the number of patients with FI referred to a specialized clinic almost doubled after the implementation of our project, reflecting the rise of awareness of the available treatments among primary care physicians for those patients for whom conservative treatment is not sufficient. As we are aware that we failed to motivate all professionals, the working group organized additional sessions to deliver feedback to doctors, nurses and midwives to induce a change in attitude through a simple project.
Conclusion
Faecal incontinence is a prevalent condition with a significant impact on quality of life, which may remain underdiagnosed and undertreated. Primary care is the key element to reverse this situation, as a proactive approach with direct questions on FI may lead to a significant increase in FI detection. Conservative treatment should be started in primary care, as more than 50% of patients may improve with dietary advice and medical treatment. Patients who do not improve may be referred to specialized units, as several treatment options are available for FI.
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